Introduction {#s1}
============

There is a growing body of research into lay theories of mental disorders, their causes and consequences ([@R1]; [@R2]; [@R10]; [@R15]; [@R17]; [@R21]; [@R42]; [@R43]; [@R46]; [@R48]). This study is concerned with lay people\'s beliefs (as potential clients) about the efficacy and psychological pain/discomfort resulting from using a variety of psychotherapy interventions in the treatment of four relatively common anxiety disorders. It is concerned with the potentially mistaken notions lay people have about the experience and effectiveness of psychotherapy, particularly concerning managing affect.

Lay theories and mental health literacy {#s2}
---------------------------------------

The term 'mental health literacy' is defined as 'knowledge and beliefs about mental disorders which aid their recognition, management or prevention' ([@R31], [@R32]; [@R33]). Jorm and colleagues have contributed substantial research evidence in this area ([@R9]; [@R30]) and interest has gathered pace over recent years ([@R25]; [@R29]; [@R41]). Studies have been conducted on the public\'s 'mental health literacy' of specific disorders including schizophrenia and depression ([@R7]; [@R31], [@R32]), and neuroticism ([@R14]). Lay people also appear more confident in specifying the 'cure' for problems rather than their perceived cause ([@R18]) and the majority believe that mental disorders are treatable ([@R39]; [@R47]) but that some psychiatric treatments are considered generally unhelpful ([@R47]; [@R50]). This is in spite of the majority being unable to correctly identify mental disorders from short written vignettes ([@R31]), as well as specify either their causes or the most efficacious treatments.

Lay perceptions of psychotherapy {#s3}
--------------------------------

Public perceptions of psychotherapists and the process of psychotherapy have been speculated to have important implications in terms of the number and type of individuals who choose to seek psychological treatment ([@R22]; [@R26]; [@R52]). In addition to these influences on potential clients and on their actual experience of treatment, popular perceptions of psychotherapy are likely to have significant implications for public policy and mental health reform (e.g. [@R34]; [@R44]). Therefore, obtaining a more thorough understanding of the nature of popular perceptions and their antecedents may be helpful in designing interventions to modify negative attitudes towards seeking help ([@R13]).

The general public (as potential clients) is increasingly faced with a bewildering array of psychotherapy interventions available, although some are clearly similar in theory and practice. These include seeing a therapist, attending training courses or focus groups, observation and/or taking medication, or getting hypnosis. Deciding whether or not to seek help is associated with a range of factors including the availability of services, financial costs, and individual sociodemographic and psychological variables ([@R49]). It is also crucially associated with the perceived effort required in, and possible psychological pain associated with, treatment which is the focus of this paper. The term psychological pain refers here to the distress associated with the treatment process.

The groups least likely to utilize mental health services are men, older people, and people from ethnic minorities who are more likely to display avoidance behavior, resistance to treatment, and denial of mental illness ([@R36]). Aside from these influential factors, two major criteria that lay people factor into their choice or recommendation of a therapy presumably is the perceived efficacy of the treatment and the associated side effects for specific psychological issues. For example, counseling is frequently considered most helpful ([@R39]) and expectations of counseling involve talking to an experienced expert who can be trusted ([@R51]). Prospective patients of many of the talking therapies, particularly psychoanalytic therapies, often seem ignorant of the psychic effort that they are required to make and the possible emotional pain that results from their therapy ([@R16]). It is expectations such as these that facilitate or hinder the effectiveness of therapy ([@R3]) as well as the choice of therapy.

Various studies have addressed lay beliefs about the best cure for, and ways of overcoming, psychological problems ([@R35]). Together, they replicated the factor structure and cure-specific perceptions of the efficacy of different cures ([@R19]; [@R28]) and addictions ([@R20]), emphasizing the importance of self-control and, to a lesser extent, professional help, depending on the nature of the disorder. In a series of three studies, [@R22], [@R23], [@R17]) investigated lay people\'s theories regarding the efficacy of various psychotherapy interventions and the prognosis of different disorders. They identified an interpretable underlying factor structure, with lay people discriminating quite clearly between the efficacy of 22 different therapies. It was further found that subjects felt largely optimistic about the influence of psychotherapy on various psychological problems and participant age and education were significant predictors of these beliefs.

One factor that was predictably related to lay theories about psychotherapy was participant\'s direct or indirect knowledge (through reading) of psychological ideas and therapies. The more experienced subjects had, the more skeptical they were about the usefulness of various treatments. [@R24] found, when compared to lay adults, psychotherapists, and students were more skeptical and pessimistic about the efficacy of therapy and prognosis for many illnesses. Knowledge about psychological cures led to a greater awareness of the limited benefits of therapy. However, this finding was not replicated by [@R16] in his investigation of lay attitudes towards and understanding of psychotherapy in treating two psychotic (bipolar and schizophrenia) and two neurotic (depression and obsessive compulsive) disorders. It was confirmed, however, that participants were generally positive about the experience of psychotherapy but were curiously naïve about the efficacy of psychotherapy.

Therapy options {#s4}
---------------

Psychotherapies involving cognitive, affective, and behavioral procedures have been established as empirically supported treatments for anxiety disorders (e.g. [@R8]). Most cognitive and behavioral techniques are derived from theoretically coherent and empirically validated models of anxiety disorders and provide a consistent relationship between the treatment techniques and symptoms. In addition, from the client\'s perspective, they have fewer (at least biological and pharmacological) undesirable side effects and no addictive potential that may occur with other therapies, including medication.

For many anxiety disorders, particular situations are avoided because of the aversive affect they produce: this is judged by themselves and professionals as unmanageable and needs treatment. All therapies accept the idea that affect needs to be faced (through behavioral exposure or talking about past events) and that in doing so it becomes much more manageable. Developments in radical behaviorism are particularly strong on this idea ([@R27]; [@R37]). Exposure to affect has also always been central to the psychodynamic and humanistic therapies ([@R6]).

The most widely employed behavioral technique to treat anxiety disorders is graded exposure therapy -- confrontation with the feared situation in real life (*in vivo*), in imagination or in role playing situations during therapy. Specifically, it involves a hierarchy of progressively more challenging confrontations with the phobic stimulus. It often begins with a mildly difficult activity with a sequential series of steps that eventually culminate with an activity that would be challenging for most people ([@R38]). Research has found there to be no additive effect of combining cognitive techniques for anxiety disorders ([@R11]) while other studies have indicated that talking cures are thought to be efficacious for neurotic disorders. Exposure therapy has been found to reduce agoraphobia, panic, compulsive rituals, work, and social disabilities, however, despite its success, treatment choices are frequently made according to patient preference. The associated anxiety and discomfort that can arise from fear exposure can, in the short-term, result in clients not agreeing to this therapy.

This study {#s5}
----------

The present study aims to extend the catalogue of lay theories about the treatment of psychological problems, previously identified as being organized, multifaceted, and interconnected. Specifically, it is concerned with the investigation of efficacy beliefs of various psychological treatments, varying in systematic exposure, for four relatively common anxiety disorders about which there is relatively scant research: social phobia, agoraphobia, post-traumatic stress disorder (PTSD), and obsessive compulsive disorder (OCD). It is likely that individuals who know or have known people affected by one or more of these disorders will have formulated opinions regarding their cause and treatment.

Considering the research findings of previous efforts, it is predicted that psychotherapy interventions requiring fear exposure, either in real time or through imagination with a therapist, will be considered the most effective treatments but also the most painful (H^1^). Therapy interventions that involve minimal or no fear exposure will receive the lowest efficacy ratings *and* be considered the least painful (H^2^).

It is further predicted, in line with previous lay theories research, that there will be a significant effect of 'knowledge or experience of psychotherapy' Specifically, it is hypothesized that participants who are more knowledgeable (in education and experience) will have more realistic expectations of each of the interventions and be more skeptical about the efficacy of different treatments for each of the disorders than those who are less knowledgeable (H^3^).

Method {#s6}
======

Participants {#s7}
------------

In all, 106 participants participated in this study, 72 of whom were female. Their age ranged from 16 to 61 with a mean age of 25.00 years (SD = 8.28). The majority were of European Caucasian descent (62.3%), however other ethnic groups were also represented, including Asian (22.6%) and Afro-Caribbean (1.9%). In terms of marital status, 59.4% of participants were single and 38.6% were either in a relationship or married. Over half of participants self-reported no religious convictions (57.5%) and 0.9% were very religious, while only 9.5% of participants self-reported strongly held left- or right-wing political affiliations. Finally, in terms of educational attainment, 48.1% had studied to undergraduate level and 16.1% had continued with postgraduate studies.

When asked if they had ever been clinically diagnosed with a mental disorder, the majority (88.7%) responded No. In all, 39.6% of participants had formally studied a clinical health-related subject (i.e. psychology, psychiatry, and medicine) while 44.3% reported no formal study of these disciplines. Finally, when asked to estimate their own knowledge of psychiatric disorders, 39.9% reported very little or no knowledge and 7.5% reported very good understanding.

Measures {#s8}
--------

Participants completed a 120-item questionnaire, which contained questions regarding treatment options for four anxiety disorders as classified by DSM: social phobia, agoraphobia, PTSD, and OCD. This was a new measure derived for this study. A brief description of each disorder, based on the DSM IV typology, was presented at the top of the 30 treatment options. Participants were asked to consider the efficacy of each treatment option with regard to that specific disorder. Specifically, for each treatment option, participants were required to rate on a seven-point Likert scale: (a) How well does it work? and (b) How painful is it? Responses were anchored by: (1) Very well; Very painful and (7) *Not at all well; Not at all painful*. They were also asked how long the treatment takes and how much it costs but this data was not analyzed in this paper. The 'treatments' were derived from various sources including interviews with lay people about what they thought would best help/treat these problems. The aim was to be comprehensive and it was decided not to use technical terms like CBT, psychodynamic theory, or client-centered counseling and use lay language that is better understood. Pilot work ensured that the questionnaire was fully understandable to most people.

Procedure {#s9}
---------

Department ethics permission was sought and received. Participants were approached in a number of public settings including libraries, coffee bars, and railway stations in the Greater London area. Approximately one-third of those approached refused their participation on the basis that they were too busy. Completion of the questionnaire took approximately twenty-five to forty minutes. Participants were asked to provide demography, including age, and educational attainment, as well as information regarding their previous knowledge of mental illness and psychotherapy: Have you ever been diagnosed with a mental disorder? (Yes, No, Not sure, and Prefer not to say); Have you ever formally studied any of the following subjects at degree level or higher? (Psychology, Psychiatry, Medicine, Psychoanalysis, and Child Care): On a scale of 1 (not at all knowledgeable) to 7 (very knowledgeable), how would you rate your knowledge of psychiatric disorders? Following successful completion of the questionnaire, participants were thanked and debriefed where possible.

Results {#s10}
=======

Experience of psychology {#s11}
------------------------

Preliminary inspection of the Experience of Psychology responses revealed that they were intercorrelated. Specifically, the correlations between Clinical-related subjects studied to degree level and knowledge of psychiatric disorders reached significance (*r* = −.50, *p* \< 0.001). This result suggests that participants who had studied Psychology, Psychiatry, or Medicine to degree level were more likely to self-report as more knowledgeable of psychiatric disorders than those who had had not.

Efficacy of psychotherapy treatments {#s12}
------------------------------------

[Table 1](#T1){ref-type="table"} shows the mean responses to each item (1 = very effective, 7 = Not at all effective). Items that elicited the strongest efficacy beliefs in treating social phobia, agoraphobia, PTSD, and OCD showed a similar pattern across disorders, all of which involved seeing a therapist: One who requires you to face your fears (item 27: social phobia: *X = 2.72*; agoraphobia: *X* = 2.87; OCD: 2.83); one who listens attentively (item 28: social phobia: *X* = 2.91; agoraphobia: *X* = 2.91; PTSD: *X* = 2.90; OCD: *X* = 3.01); one who the patient enjoys talking to (item 29: social phobia: *X* = 2.93; PTSD: *X* = 3.07; OCD: *X* = 3.04); and one who is supportive and sympathetic (item 26: social phobia: *X* = 3.04; agoraphobia: *X* = 3.11; PTSD: *X* = 2.94; OCD: *X* = 3.19).

###### 

Means, standard deviations, and factor loadings for efficacy ratings of psychotherapy treatments.

                                                                                                          Anxiety           Disorder                                  Factor   Loading   
  ---- -------------------------------------------------------------------------------- ----------------- ----------------- ----------------- ----------------- ----- -------- --------- -----
  26   Seeing a supportive and sympathetic therapist                                    3.04 (1.37)       3.11 (1.30)       2.94 (1.26)       3.19 (1.32)       .83                      
  28   Seeing a therapist who listens attentively                                       2.91 (1.36)       2.91 (1.26)       **2.90 (1.26)**   3.01 (1.23)       .79                      
  7    Role play                                                                        3.34 (1.33)       3.72 (1.45)       3.41 (1.31)       3.96 (1.25)       .74                      
  9    Getting a personal coach                                                         3.24 (1.33)       3.21 (1.35)       3.60 (1.39)       4.15 (1.50)       .71                      
  27   Seeing a therapist who requires you to face your fears                           **2.72 (1.25)**   **2.87 (1.30)**   3.39 (1.34)       **2.83 (1.20)**   .67                      
  29   Seeing a therapist who you enjoy talking to                                      2.93 (1.50)       3.27 (1.42)       3.07 (1.30)       3.04 (1.32)       .66                      
  2    Talking about possible childhood causes                                          3.26 (1.41)       3.35 (1.51)       3.97 (1.62)       3.80 (1.38)       .65                      
  3    Practicing the fear-evoking activity                                             3.04 (1.55)       3.00 (1.43)       3.70 (1.38)       4.40 (1.52)       .57                      
  23   Imaging yourself doing the things you find stressful                             4.00 (1.64)       4.05 (1.61)       4.11 (1.44)       3.98 (1.54)       .54                      
  11   Fear exposure with the assistance of individuals who do not share the fear       4.09 (1.69)       4.31 (1.66)       5.01 (1.43)       4.63 (1.51)             .83                
  15   Indirect fear exposure                                                           4.37 (1.56)       4.13 (1.51)       3.90 (1.41)       4.69 (1.46)             .83                
  14   Actively practicing activities that are likely to evoke a fear response          4.32 (1.62)       4.05 (1.57)       4.13 (1.48)       4.23 (1.62)             .80                
  13   Continuing with daily tasks regardless of anxiety                                3.68 (1.39)       4.20 (1.38)       3.77 (1.41)       5.21 (1.29)             .75                
  12   Behaviorally testing anxiety response e.g. in front of groups of people          4.07 (1.73)       3.96 (1.51)       4.03 (1.47)       4.42 (1.54)             .74                
  4    Watching others engaging with the feared stimulus                                3.84 (1.60)       4.33 (1.47)       4.20 (1.47)       4.96 (1.43)             .70                
  16   Joining a leisure group that regularly engages in the feared activity/stimulus   2.77 (1.54)       4.33 (1.48)       5.00 (1.24)       4.43 (1.35)             .57                
  21   Waiting to feel better                                                           4.36 (1.51)       5.00 (1.43)       4.70 (1.47)       4.94 (1.58)                      .82       
  18   Avoiding anxiety provoking situations                                            **6.37 (1.29)**   5.41 (1.40)       4.93 (1.57)       5.39 (1.47)                      .78       
  19   Taking up a more carefully controlled lifestyle                                  5.62 (1.71)       3.86 (1.40)       4.98 (1.42)       5.16 (1.57)                      .76       
  30   Taking time off of work                                                          5.64 (1.55)       **5.71 (1.43)**   5.00 (1.61)       5.81 (1.44)                      .76       
  22   Waiting a few years to get more mature                                           5.47 (1.52)       5.65 (1.32)       **5.64 (1.37)**   **6.05 (1.21)**                  .70       
  20   Taking medication                                                                3.79 (1.52)       3.76 (1.48)       4.25 (1.39)       4.70 (1.54)                      .62       
  6    Reading self-help books                                                          4.61 (1.31)       4.62 (1.26)       4.75 (1.32)       4.63 (1.30)                                .73
  24   Getting hypnosis                                                                 3.90 (1.64)       3.89 (1.59)       3.78 (1.41)       3.71 (1.62)                                .63
  5    Taking alternative medicine                                                      5.23 (1.44)       5.17 (1.36)       5.32 (1.41)       5.23 (1.33)                                .54

Note: These ratings are rated on a seven-point scale. The lower the score the more effective the therapy is thought to be for that disorder and vice versa.

*Abbreviations*: PTSD = Post-traumatic stress disorder; OCD = Obsessive compulsive disorder.

Although the treatments that were rated the least effective were more disorder-specific, efficacy patterns across conditions were apparent. Waiting a few years to get more mature (item 22) was rated the least effective treatment for PTSD (*X* = 5.64) and OCD (*X* = 6.05) and among the least effective in treating agoraphobia (*X* = 5.65). Avoiding anxiety provoking situations (item 18) and taking time off work until recovery (item 30) were both rated among the least effective in treating agoraphobia (*X* = 5.41; *X* = 5.71), OCD (*X* = 5.39; *X* = 5.81), and social phobia (*X* = 6.37; *X* = 5.64). Alternative medicine (item 5; *X* = 5.32) and watching films where similar trauma occurs (item 11; *X* = 5.01) received low efficacy ratings for PTSD and taking up more solitary hobbies (item 19; *X* = 5.62) was rated among the least effective in treating social phobia.

The 30 items (per problem) were then subjected to exploratory factor analysis (with VARIMAX rotation) to reduce the number of variables. Four factors emerged loading a total of 25 items, accounting for 69.35% of the variance. Factor loadings are shown in [Table 1](#T1){ref-type="table"}. The first factor was labeled *talking therapy treatments*, such as seeing a therapist and talking about possible childhood causes. It loaded nine items and accounted for 29.3% of the variance. The second factor loaded on the behavioral therapies, including activities that require the individual to face their fears. This factor was labeled *Fear confrontation therapies*, loaded seven items and accounted for 13.99% of the variance. The third factor was labeled *Fear avoidance therapies* because of its emphasis on removing one\'s self from potentially anxiety-provoking situations, including waiting to mature, taking time off work and taking medication. It loaded six items and accounted for 8.98% of the variance. The fourth factor was labeled *Alternative therapies*, such as using self-help books, hypnosis, and alternative medicines. It loaded three items and accounted for 5.11% of the variance.

[Table 1](#T1){ref-type="table"} shows that, across disorders, participants rated talking therapies as more effective than fear confrontation and fear avoidance therapies as well as alternative therapy treatments. In addition, both fear confrontation therapies and alternative treatments were rated as significantly more effective than fear avoidance therapies. Taken together, talking therapies were generally rated the most effective and fear avoidance therapies the least effective across all four anxiety disorders.

A series of paired sample t-tests were performed to evaluate the perceived efficacy of each group of therapies on the four anxiety disorders. Talking therapies were rated significantly more effective in treating social phobia than agoraphobia (*X* = 3.27, SD = .92), PTSD (*X* = 3.44, SD = .87), and OCD (3.60, SD = .81). Talking therapies were also rated significantly more effective in treating agoraphobia and PTSD (*X* = 3.44, SD = .88) than OCD (*X* = 3.60, SD = .81).

Fear confrontation therapies were rated more effective in treating social phobia (*X* = 3.85, SD = 1.17) than agoraphobia (*X* = 4.17, SD = 1.03), PTSD (*X* = 4.30, SD = .95), and OCD (*X* = 4.66, SD = 1.13). When compared to the treatment of OCD, fear confrontation therapies were more effective in treating agoraphobia and PTSD. The efficacy ratings of fear confrontation therapies in treating agoraphobia were not found to significantly differ from those given for PTSD.

Fear avoidance therapies were rated as significantly more effective in the treatment of social phobia (*X* = 5.20, SD = .99), agoraphobia (*X* = 4.90, SD = .83), and PTSD (*X* = 4.92, SD = 1.07) than OCD (*X* = 5.38, SD = 1.08). When compared to the treatment of social phobia, efficacy ratings were also significantly higher for agoraphobia and PTSD. However, no significant differences were observed for the perceived efficacy of avoidance therapies in the treatment of agoraphobia and PTSD.

There were no significant differences between the efficacy ratings of alternative therapies in the treatment of social phobia (X = 4.58, SD = 1.11), agoraphobia (*X* = 4.56, SD = 1.07), PTSD (*X* = 4.62, SD = 1.04), or OCD (*X* = 4.52, SD = 1.12).

Pain ratings of psychotherapy treatments {#s13}
----------------------------------------

[Table 2](#T2){ref-type="table"} shows the mean responses to each item (1 = very painful, 7 = Not at all painful). Results suggest a common pattern across disorders. Specifically, fear confrontation therapies were rated the most painful across treatments. These including taking up a lifestyle, wherein fear exposure is likely (item 11: social phobia *X* = 3.50; OCD *X* = 3.51; item 12: social phobia *X* = 2.72; agoraphobia *X* = 2.94; PTSD *X* = 3.33; OCD *X* = 3.15), discussing childhood causes (item 2: social phobia *X* = 3.57; PTSD *X* = 3.43; OCD *X* = 3.52) and practicing the fear-evoking activity (item 3: agoraphobia *X* = 3.51; PTSD *X* = 3.08). Therapies involving fear avoidance however, were rating among the least painful: Alternative medicine was rated the least painful across all four disorders (item 5: social phobia *X* = 6.10; agoraphobia *X* = 5.79; PTSD *X* = 5.86; OCD *X* = 5.70). Self-help books (item 6: social phobia *X* = 6.02; agoraphobia *X* = 5.66; PTSD *X* = 5.49) and taking up a more carefully controlled fear avoidant lifestyle (item 18: agoraphobia *X* = 5.48; OCD *X* = 5.56; item 19: social phobia *X* = 5.75; PTSD *X* = 5.69) were also rated among the least painful therapies. Together, results suggest that therapies involving graded exposure to the feared stimulus/situation are considered more painful than those involving minimal or no fear exposure.

###### 

Means, standard deviations, and factor loadings for pain ratings of psychotherapy treatments.

                                                                                                      Anxiety           Disorder                                  Factor   Loading   
  ---- ---------------------------------------------------------------------------- ----------------- ----------------- ----------------- ----------------- ----- -------- --------- -----
  15   Indirect fear exposure                                                       3.82 (1.87)       3.52 (2.05)       3.54 (1.92)       3.86 (1.91)       .89                      
  14   Actively practicing activities that are likely to evoke a fear response      4.40 (1.86)       3.70 (2.26)       3.85 (2.02)       3.75 (1.91)       .89                      
  11   Fear exposure with the assistance of individuals who do not share the fear   3.50 (1.93)       3.64 (1.89)       3.44 (1.91)       3.51 (1.93)       .87                      
  13   Continuing with daily tasks regardless of anxiety                            3.72 (1.81)       4.18 (1.82)       4.00 (1.68)       3.65 (1.80)       .86                      
  12   Behaviorally testing anxiety response e.g. in front of groups of people      **2.72 (1.95)**   **2.94 (1.85)**   3.33 (1.87)       **3.15 (1.86)**   .77                      
  16   Joining a social group                                                       4.15 (1.71)       4.13 (1.77)       4.03 (1.73)       3.92 (1.69)       .73                      
  3    Practicing fear confrontation                                                3.65 (1.89)       3.51 (1.84)       **3.08 (1.89)**   3.42 (1.85)       .70                      
  4    Observation                                                                  5.63 (1.61)       5.26 (1.51)       4.66 (1.84)       5.00 (1.71)       .67                      
  7    Role play                                                                    4.80 (1.61)       4.51 (1.70)       3.97 (1.86)       4.17 (1.70)       .62                      
  10   Attending a course                                                           4.39 (1.93)       4.80 (1.83)       4.42 (1.72)       4.17 (1.88)       .60                      
  2    Talking about possible childhood causes                                      3.57 (1.56)       3.55 (1.66)       3.43 (1.72)       3.52 (1.64)       .50                      
  19   Taking up a more carefully controlled lifestyle                              5.75 (1.52)       4.70 (1.94)       5.69 (1.44)       5.45 (1.58)             .82                
  18   Avoiding anxiety provoking situations                                        5.45 (1.73)       5.48 (1.67)       5.47 (1.60)       5.56 (1.47)             .79                
  22   Waiting a few years to get more mature                                       5.12 (1.85)       5.20 (1.75)       5.16 (1.81)       5.11 (1.76)             .76                
  17   Learning to relax                                                            5.47 (1.61)       5.15 (1.65)       5.49 (1.54)       5.24 (1.58)             .75                
  30   Taking time off of work                                                      4.97 (1.75)       5.13 (1.64)       5.04 (1.70)       5.07 (1.74)             .75                
  21   Waiting to feel better                                                       5.16 (1.51)       5.23 (1.55)       5.20 (1.53)       4.96 (1.54)             .75                
  28   Seeing a therapist who listens attentively                                   4.70 (1.64)       4.86 (1.50)       4.60 (1.54)       4.70 (1.55)                      .87       
  29   Seeing a therapist who you enjoy talking to                                  5.20 (1.46)       5.10 (1.51)       4.96 (1.60)       4.98 (1.56)                      .85       
  26   Seeing a therapist who is supportive and sympathetic                         4.81 (1.59)       4.70 (1.51)       4.60 (1.52)       4.71 (1.56)                      .79       
  8    Going on a training course                                                   4.83 (1.55)       4.50 (1.58)       4.58 (1.51)       4.71 (1.56)                      .65       
  9    Getting a personal coach                                                     4.87 (1.69)       4.52 (1.61)       4.58 (1.58)       4.62 (1.67)                      .64       
  1    Taking tranquilizers                                                         5.58 (1.72)       5.18 (1.68)       5.21 (1.72)       5.14 (1.76)                                .81
  6    Reading self-help books                                                      6.02 (1.26)       5.66 (1.41)       5.49 (1.42)       5.45 (1.43)                                .56
  20   Taking medication                                                            5.45 (1.67)       5.43 (1.56)       5.46 (1.53)       5.55 (1.54)                                .55
  5    Taking alternative medicine                                                  **6.10 (1.34)**   **5.79 (1.36)**   **5.86 (1.40)**   **5.70 (1.44)**                            .55
  24   Getting hypnosis                                                             5.39 (1.50)       5.35 (1.47)       4.66 (1.84)       5.15 (1.58)                                .50

Note: These ratings are rated on a seven-point scale. The lower the score the more painful the therapy is thought to be for that disorder and vice versa.

*Abbreviations*: PTSD = Post-traumatic stress disorder; OCD = Obsessive compulsive disorder.

The items were then subjected to exploratory factor analysis (with VARIMAX rotation). Each person made four ratings so there were 426 'subjects' for analysis. Four factors emerged loading a total of 26 items, accounting for 72.87% of the variance. Factor loadings are shown in [Table 1](#T1){ref-type="table"}. The first factor loaded on the behavioral therapies including joining a leisure group and behaviorally testing the anxiety response and was labeled *High exposure*. It loaded eleven items and accounted for 29.3% of the variance. The second factor was labeled *Fear Avoidance* because of its emphasis on removing one\'s self from anxiety provoking situations. It loaded six items and accounted for 13.99% of the variance. The third factor was labeled *Gradual talking exposure* and it loaded items such as seeing a therapist or getting a personal coach. It loaded five items and accounted for 8.98% of the variance. The fourth factor was labeled *No exposure alternatives*, such as using self-help books, hypnosis, and alternative medicines. It loaded five items and accounted for 5.11% of the variance.

Multiple regression analysis {#s14}
----------------------------

A series of four regressions was then computed to examine the influence of demography (age, gender, marital status, and education) and knowledge of mental illness on the efficacy and pain ratings of psychotherapy treatments. Only the regression on the first factor proved significant (F(5, 73) = 2.46, *p* \< 0.05; *R*^2^ = .14). It showed that younger subjects (*β* = 0.388, *t* = 2.62, *p* \< 0.05) rated talking therapies (Factor 1), as more effective than older subjects.

The same set of regressions was computed to identify individual differences in the pain ratings of psychotherapies. However, results were non-significant for all four factors (*p* \> 0.05), suggesting no significant individual difference predictors of lay perceptions concerning the psychophysical side-effects of psychotherapy treatments.

Discussion {#s15}
==========

The decision to undergo psychotherapy and the experience of therapy once committed is presumably influenced by the individual\'s theories about, and expectations of, treatments and their outcomes. This study set out to contribute to the growing corpus of lay theories research on mental health literacy by investigating lay efficacy beliefs of various therapies, varying in fear exposure, for four relatively common anxiety disorders -- social phobia, agoraphobia, PTSD, and OCD. It tested three hypotheses, two of which were supported.

The findings are broadly supportive of previous efforts, suggesting that the general public is able to differentiate between the efficacies of interventions for different anxiety disorders ([@R24]). There seem to be consensually held optimistic and generally realistic conceptions about the usefulness of psychotherapy treatments and counseling that involve fear exposure, despite knowledge of the psychophysical side effects that these therapies often entail ([@R9]; [@R22]; [@R24]; [@R30]). However, the influence of sociodemographic variables and knowledge of mental illness, as predictors of this effect, was less consistent with that reported in previous research.

Supporting hypothesis 1, cognitive-based talking therapies were rated the most effective across the four anxiety disorders; but also the most painful. Talking therapies include seeing a therapist or personal coach, talking about possible childhood causes, and group therapies that often involve talking to someone who is trained to recognize negative affect and its influence on mood and behavior. Cognitive and behavioral therapies have been established as empirically supported treatments for anxiety disorders (e.g. [@R4]; [@R8]) that entail cognitive restructuring, anxiety management skills, and some form of exposure. While the structure and style of counseling programs vary between psychotherapists, counseling is usually considered most helpful in the treatment of psychological disorders ([@R39]). Of the talking therapies investigated, subjects rated seeing a therapist who requires clients to face their fears as the most effective psychotherapy treatment for three of the anxiety disorders tested (social phobia, agoraphobia, and OCD). Perceptions of a therapist\'s effectiveness stem in part from his or her ability to induce the discomfort required to mobilize client change and to be a trusted, accepting expert who can assist with this discomfort ([@R51]). Lay perceptions of the importance placed on the intensive social contact with a therapist mirror the findings of [@R21] in the treatment of depression.

Seeing a therapist whose treatment program requires the client to face gradual exposure to the feared stimulus/event either through imagination or in real time (i.e. graded exposure) is now one of the most utilized psychotherapy interventions and its success in treating anxiety disorders has been well-documented (e.g. [@R12]; [@R45]). However, it does seem that many lay people appear to believe that 'tea and sympathy' is what works well, whereas the professionals stress the importance of 'facing your fears' and 'performing appropriate' actions to get better and cope well.

Interestingly, seeing a therapist who listens attentively was rated the most effective treatment for PTSD. The recurrence of intrusive memories and the feelings of helplessness and loss of control that often characterize PTSD require a therapist who can be receptive while the client relays the often fragmented, indelible images of the past. Moreover, on a conceptual level, the diverse traumatic events that can result in PTSD often require treatment to better understand individual contextual issues including the ethno-cultural and societal aspects of the traumatic event ([@R40]). Thus, perceived effective psychotherapy for PTSD requires case-specific sensitivity to contextual information via the therapist listening to self-reported recurring memories of the client.

Supporting hypothesis 2, fear avoidance therapies were rated the least effective and alternative medicine was rated the least painful across all four anxiety disorders. Specifically, waiting a few years to 'get more mature' was rated the least effective for PTSD and OCD and avoiding social situations was rated the least effective for social phobia and taking time off work was considered the least effective for agoraphobia. These findings do not lend support to some previous studies that have suggested cure specific perceptions of the efficacy of different cures ([@R19]; [@R28]; [@R35]). It is of course possible that subjects were not responding to the perceived efficacy of treatments but rather to their popularity or exposure among lay people. Equally in this study all the disorders were anxiety disorders, whereas previous studies have had a much wider range of disorders.

The efficacy of individual therapies appears to be generalizable across anxiety disorders ([@R16]). That is, individuals believe that (based on the descriptions offered in the questionnaire) cognitive and psychodynamic therapies are useful and behavioral and physical therapies as less useful in treating all anxiety problems. Meta-analytic findings clearly support the efficacy of combined cognitive-behavioral treatments for anxiety disorders (see [@R11] for a review). That considered, therapists should be managing naivety and false optimism about the effectiveness of psychotherapy interventions at the beginning of client interactions to encourage client investment and adherence to the treatment program.

Taken together, in line with the series of findings based on adults, students and therapists by [@R22], [@R23]; [@R24]), subjects perceived cognitive and psychodynamic therapies as most effective for a range of anxiety disorders while the behavioral and physical therapies were rated least effective. This certainly seems the opposite of much common practice.

However, one reason for these results may be to do with the inaccurate and unreliable wording of the items. Thus, it could be argued that items 11 and 12 do not sufficiently represent current practice in behavior therapy. Further, some items (e.g. 14 and 15) fail to capture the empathic nature of the therapy ([@R5]). Indeed, it could be argued that item 12 is rated both painful and inefficacious because it conjures up an aversive scenario of a group of random people witnessing painful exposure with no sense of group support. All therapies attempt to get people to see themselves in common situations but give help and support to cope with them, and group therapy does it supported by others.

In terms of differential demographic correlates of efficacy and pain ratings of psychotherapy, subject age was the only significant predictor of the perceived efficacy of cognitive-based talking therapies. Younger subjects were more optimistic about the efficacy (i.e. usefulness) of talking therapies in the treatment of anxiety disorders than their older counterparts. This finding lends support to previous research that has identified older people to be generally more pessimistic about the potential benefits of therapy and as less likely to utilize mental health services ([@R22]; [@R36]; [@R52]).

Current society can appear particularly avoidant of confronting negative aversive affect, resorting to chemical 'fixes' (alcohol, prescribed and illegal drugs) instead, so it is both interesting and heartening that younger people see the therapeutic value in facing their emotional issues.

The finding that knowledge of mental illness was not significantly related to subject efficacy ratings failed to support hypothesis 3 and refutes previous research that has found a significant effect of knowledge and experience of psychology on lay perceptions of the efficacy of various psychotherapy treatments in the treatment of psychological disorders ([@R23]; [@R24]). Thus, H~3~ was rejected.

There are two possible explanations for this finding. First, while knowledge and experience of mental illness has been found to be predictive of attitudes towards psychotherapy, previous research efforts have generally found very little variance in lay attitude scores is accounted for by individual difference factors (e.g. [@R16]; [@R22]). Therefore, the decision to embark on psychotherapy may not be determined by factors relating to the individual such as socioeconomic status, education, and knowledge ([@R13]) but rather factors relating to the availability, quality, and costs of the therapy. Alternatively, this finding could be attributed to the methodological design of the study. Findings are based on a relatively small sample, the majority of whom were based in the south-east of the UK, wherein the provision of psychotherapy and experience of mental illness is more likely than in other parts of the UK. Therefore, this finding could be the result of restricted variance in the knowledge/experience of mental illness scores.

All studies have limitations and this study is no exception. First, arguably, the findings are based on a small sample of better educated, younger lay people. They were clearly not representative of the population as a whole, and because some had some knowledge of psychology it is disputable as to whether they should be termed as 'lay people'. Future studies would do well to use a larger and broader sample, making the generalization of findings to other settings and groups more viable. It would also mean that confidence in the factor analytic results would be stronger Secondly, no effort was made to enquire about participants' direct exposure to the anxiety disorders investigated. Given their relatively common occurrence in the general population, it was assumed that subjects would be able to form some implicit theories regarding their cause and treatment based on direct experience. In order to extend the robust findings of [@R24], it would have been desirable to collect efficacy and pain ratings from professional psychotherapists for comparative purposes. Therapists tend to be selective, believing that therapies are suitable for specific psychological problems while lay people show generalized optimism, believing that therapies are suitable for a wide range of psychological problems ([@R24]). Finally, some of the descriptions of the therapies may have been misleading and it would be desirable in further studies to have a more detailed and veridical description of the therapies so that participants could make a more informed judgment.
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